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dIntroduction
Cutaneous melanoma typically presents as a pig-
mented lesion with asymmetrical borders, irregular
surface characteristics and color. Melanoma of the
oral mucosa is a rare entity but is known to share
some clinical features with its cutaneous counter-
part. A pigmented lesion of the oral cavity should
be viewed with suspicion since it does not possess
clinical specificity. It must be differentiated from
other forms of pigmented oral pathology, including
drug, disease or smoking associated melanosis, oral
melanotic macule, Kaposi’s sarcoma, physiologic
or racial pigmentation, melanocytic nevus and mel-
anoacanthoma.1,2 Because of a frequent delay in
diagnosis, melanoma of the oral cavity is often
diagnosed after it has invaded, usually deeper than
the average cutaneous melanoma.3 In this particu-
lar case, astute observation and a prompt referral741-9409/$ - see front matter c 2005 Elsevier Ltd. All rights reser
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anterior palate and its successful treatment.Case report
A 48-year-old male of Greek descent was referred
for evaluation and management of an irregularly
shaped, darkly pigmented lesion of the palate,
noted upon routine examination by his primary
dentist. The patient was unaware of its presence
and unable to provide information regarding the
duration of the lesion, nor the presence of a pre-
existing palatal pigmentation. The past medical
and past surgical history were noncontributory.
There was no family history of melanoma. Social
history was positive for a 25 pack-year history of
tobacco and one ounce of wine each evening with
dinner. He denied a history of any constitutional
symptoms and did not report pain or paresthe-
sia associated with the lesion. Oral examination
revealed several symmetric areas of gingival pig-
mentation along the buccal attached gingiva,ved.
Figure 2 Large atypical melanocytes are confluently
arrayed as single units along the mucosal–submucosal
interface in mucosal melanoma-in-situ.
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tionally, a 3 cm · 2 cm dark brown asymmetrical
macule of the mid-anterior hard palate was noted
(Fig. 1). There were no pigmented satellite lesions
surrounding the lesion or elsewhere on the palate.
No cervical or supraclavicular lymphadenopathy
was detected. The patient’s skin type was charac-
terized as a Fitzpatrick IV. Examination of the
neck, back, chest and extremities revealed 1–5
atypical nevi and 6–20 typical nevi. None of these
skin lesions displayed features suspicious for cuta-
neous melanoma.
An incisional biopsy of the palatal lesion re-
vealed an atypical junctional melanocytic prolifer-
ation with moderate atypia, features consistent
with early mucosal melanoma-in-situ. Additional
investigations, including computed tomography of
the head and neck with contrast, chest X-ray, com-
plete blood count and liver enzymes were nega-
tive. An additional incisional biopsy was obtained
from a site of mandibular buccal pigmented gingiva
which did not reveal any cellular atypia.
In January 2002 under general anesthesia, a
wide local excision was performed including
0.5 cm margins of ‘normal’ tissue, measured from
the periphery of the grossly pigmented lesion.
The excision specimen showed a broad, poorly mar-
ginated and confluent proliferation of single atypi-
cal melanocytes along the mucosal junction
(Fig. 2), with foci of haphazard suprabasilar scat-
tering of neoplastic melanocytes to upper mucosal
levels, consistent with melanoma-in-situ. How-
ever, final pathology also revealed residual mela-
noma-in-situ adjacent to the original biopsy site
extending multifocally toward the gingiva adjacent
to the anterior maxillary teeth, respective inter-
dental papillae and left lateral surgical margins.
No invasive melanoma was identified. As a result,
additional surgery included the removal teeth
number 6 through 13 and a wide local excision ofFigure 1 Pre-operative view of pigmented palatal
macule.gingiva both buccal and palatal to these teeth to
obtain disease control. Final pathology results of
the second surgery revealed benign lentigo with
no residual foci of disease. The patient wore a
maxillary tissue stent for comfort post-surgically.
Once the palate re-epithelialized, a partial denture
was created for esthetics and to facilitate speech.
At 20 months post-op, the patient received five
osseointegrated implants to replace the missing
dentition in the anterior maxilla and reconstruction
with a fixed oral prosthesis. The patient has
remained disease free for 3.5 years.Discussion
Primary melanoma of the oral cavity is a rare neo-
plasm which develops from melanocytes found in
the basal layer of the oral mucosa.4 The actual inci-
dence of oral melanoma is unknown but is reported
to vary between 0.2% and 8% of all melanomas.5
Due to differences in clinical features, histological
characteristics and prognosis, oral melanoma is
not easily classified into existing cutaneous mela-
noma categories.6 Nonetheless, some investigators
have compared oral melanoma to both acral lentig-
enous and nodular melanoma.7 The 1995 WESTOP
Banff Workshop recommended that oral melanoma
be classified separately from cutaneous lesions and
terminology should include descriptive terms such
as atypical melanocytic proliferation, melanoma-
in-situ, invasive melanoma and combined in situ
and invasive.6,7 Most cases of melanoma occur be-
tween the fourth and seventh decades of life, with
a mean age at 55–57 years.2,7 A male predilection
48 K.R. Magliocca et al.has been reported for oral melanoma.6,7 Melanoma
of the oral cavity demonstrates a predilection for
maxillarymucosa,withmost cases appearing on ker-
atinizing mucosa of the palate and gingiva.7 Clinical
features are variable but the most common presen-
tation is that of an asymptomatic brown, dark blue
or black macule. More advanced disease may take
on nodular or irregular surface characteristics. Cig-
arette smoking, denture irritation, and alcohol have
been offered as risk factors but the correlation is
unsubstantiated and risk factors remain obscure.8,9
Interestingly, it is estimated that one third of pa-
tients have a history of pre-existing oral pigmenta-
tion prior to the diagnosis ofmucosalmelanoma.8–10
Current treatment modalities for oral melanoma
include surgical resection, radiation and immuno-
therapy, depending on the tumor stage.11 While sur-
gery is the single most effective treatment modality
for control, it is complicated by anatomic restraints
and complete surgical excision may be difficult.9
Treatment protocols, including the role of neck dis-
section, remain unsettled owing to the rarity of this
tumor and the poor prognosis.12 In the present case,
metastatic potential was eliminated in view of the
fact that melanoma-in-situ does not penetrate the
basement-membrane.13 The 5-year survival rate
for patients with melanoma of the oral cavity re-
mains poor and has been reported to fall within a
range of 5–20% after diagnosis.9,10,14,15 The poor
outcome of patients with oral melanoma may result
in part, from a delay in diagnosis.12,16 For most peo-
ple, the mucosal surfaces of the oral cavity are not
routinely self-examined, nor are these surfaces
obvious to others. The lesion remains essentially
asymptomatic, and may continue to grow unnoticed
for some time. Most tumors have invaded into the
deeper facial structures due to proximity and can
attain a deadly thickness due to unchecked growth.8
It has been said that the histological depth of
invasion is the most important single prognostic
factor in oral melanoma.8Conclusion
The natural history of melanoma-in-situ within the
oral cavity is not known for certain but is consid-
ered to be a lesion which will evolve into invasive
melanoma with time.17 On the other hand, it is
potentially curable if diagnosed and treated early.
We wish to emphasize how essential it is to main-tain a high index of suspicion for any pigmented le-
sion within the oral cavity, but especially those
occurring in high risk sites such as the palate and
maxillary gingiva.7References
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